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F 000 | INITIAL COMMENTS : F 000| The submission of this plan of

correctien does not constititte an

|
A standard health survey was conducted on ‘ admission by the provider of any fact

September 27-28, 2010, Deficient practice was i I
identified with the highest scope and severity at , or conclusion set forth in the
"F" level, with no substandard quality of care ! Statement of Daficlency. This plan Is
identified. . ' f being submitted because it is
F 281 | 483,20(k)(3)(7) SERVICES PROVIDED MEET F 281 ‘ requlred by law.
§8=n | PROFESSIONAL STANDARDS - : i 1
' i . F281
The services provided or arrdnged by the facifity P : :
| must meet professional standards of quality, : 1) Resident #2's water pitcher

was refilled to the proper level,
Potatoas were removed frem
resident #2's tray and resident
was provided with a substitute.

This REQUIREMENT 18 not met as evidenced
by:

Based on observation, interview, and resord
review, the facilify failed to follow physician's i

orders for one (1) of twenty-thres (23) sampled | On 10/15/10 Hydration Nurse
residents. Resident #2 had physician's orders for reeducated resident 42 on the
food and fluid restrictions; however, the resident amounts of fluld she was allotted

wes served food that was on the restricted list |

and mare flulds than the amount allotted. throughaut the day.

2) No other residents In the -
building are on a fluid restricted
! A review of the medical record for resident %2 * diet. On 10/25/2010 at tray line

; revealed the resident was admitted to the facility : .
 on March 17, 2010, with disgnoses that included all dlet tray cards will bechecked

The findings include:

. Chronic Kidney Disease, Hypertansion, : for accuracy by the dietary

. Osteoporosis, and Diabetes, Further review manager. All physician orders

i revealed ourrent physician's orders restricting : : '

- flulds for resident #2 to 1400 cubic centimaters Are being followed by the dietary
(ca) of fluids dally. In addltion, resident#2 had | | staffmembers.
physiclan’s orders for a Renal Consistent , -
Carbohyedrate Diet with no tomatoes, no potatoes, 3) On 10/22/2010 Dietician

| and no dried beans, , educated Dietary staff members

) , n thei rtance of followin
Observations of the evening mea! on September ° "mpo arowing

27, 2010, 8t 7:15 p.m. EDT, revealed resident #2 the tray cards. On 11/5/2010 the
ECTOR'S OP.(FSRDVJD RISUPPLIER REPRESENTATIVE'S SIGNATURE TLE (X8) DATE

LABORATORY,

Le

N

- Any deficien en} anding with an aslerisk (?) denotes & deficiency which the insfitution may be excused fom correcting providing it is datermifed tha
othear aafegusards pro sufficiant protecfion to the patients, (See intustions,) Exeopt for nursing hornes, the findinga stated above ams discioasble 80 days
foliowing tha date of aurvey whether or not o plan of corestion is providad, Fer rursing homes, the abave fintings and plans of camection are disciosable 14
dsys fallowing the aiate these documants are made avaliebis to the facity. If defidtencies are clted, an approved plan of correction is requisiie to continued
program panticipation, -
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was served a meal that included sweet potatoes,
240 cc of coffee, and 120 cc of juice. in addition,
the resident's water pilcher was three-fourths full
of water and was available for the resldent to
drink. .

An interview with resident #2 conduciad gt 7:25
p.m. on September 27, 2018, revesled the
resident was "not sure” if her/his fluids were
kmited, The resident stated, "l don't know how
much | can have."

An interview with Certiflied Nursing Assistant
(CNA)#1 conducted on September 27. 2010, st
7:28 p.m., reveaied CNA #1 had served the

did not look at the tray card to check for accuraay
and was not aware the resident was not permitted
te have potatoes,

An interview with CNA #2 conducted on ‘ .
September 27, 2010, st 7:30 p.m., revealed CNA
#2 served the resident a cup of coffes in additon

knew the resident's fiulds were limited. but we
don't really pay attention o it"

An interview with Licensed Practical Nurse (LPN)
#1 conducted on September 27, 2010, at 7:30
p.n., revealed LPN #1 saw the coffee and juice
on the fray, but 2ssumead the resident had )
recsived the appropriate amount of fluld and did
ot question i,

An interview with the Dietary Manager conducted
i on Seplember 27, 2010, at 7:33 p.m,, revealed

| the staff responsible for.checking trays for

| aceuracy was newly hired, and “just missed it.”

Eupper tray to resident #2, CNA#1 stated hefshe

io the juice served an the tray. CNA#2 stated, ™ | .
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F 281 Continued Fram page 1 F 281 !

DON will reeducate all nursing
and dietary staff members on the
importance of following the
facility’s fluld restriction policy.
Nursing staff members will be i
reeducated on the importance of
checking tray cards while serving
., resldents’ trays.

* 4) Dietary manager or her
designee wiil observe tray line
weekly for four weeks and then
rnonthly thergafter to ensure
that tray cards are being
{ollowed by the dietary staff .
members, Hydration nurse will
perform a QA at {east waekly to
assure that we are foliowing fluid
restriction crders. Results will be

' reviewed by the administrator
weekly and will be reported to
the QA committee quarterly.

11/12/2010
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185168

B, WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY
COMPLETED

08r29/2010

NAME OF PROVIDER OR SUPPLIER
MONROE HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, 8TATE, ZiIF CODE
708 N MAGNOLIA STREET, PC BOX 367

TOMPKINSVILLE, KY 42167

Based onh the comprehensive assessment of 2
resident, the faclify must ensure that a resident
with a limited range of motion receives
approprigie treatment and sarvices 10 increasa
range of motion and/or to prevent further
decrease in range of motion.

This REQUIREMENT is not met as evidenced
by:

Based on obsewatxon interview, and record
review, the facility falled to ensure one (1) of
twenty~three (23) sampled residents received
appropriate reatment and services to prevent a
decrease in range of motion, Resident #3 was
assessed to have impaired range of motion of the
jeft hand: however, there was no evidencea the
faciltty had deveioped interventions to improve or
maintaln the residents mobliity status.

The findings include:

A review of the medical record revealed resident
#5 was admittad 10 the facility on February 4,
2000, with diagnoses of Nonpeychotic Brain

! Syndroma Chranic Obsiructive Puimonary

i Diseasg, Senlle Demeniig, Hypertanslon and

i Thoracic Aortic Aneurysm. A review of the
signlﬂwnt change comprahansive assegsment

{X4) 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AOTION SHOULD BE | comPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG OROSS-REFERENCED TO THE APPROPRIATE - {  DATE
DEFICIENCY) i
F 281 | Continued From page 2 F 281, i
An interview with Registered Nurse (RN) #1, who F318 ;
was responsible for hydration, was conducted on !
Septamber 28, 2010, at B30 a.m., and reveaied 1) An order for Occupational ;
the staff was aware of the resident's fluid Therapy related to resident #5s g
limitations and was not supposed to fill the water left hand was obtained on
7 | piteher up, . .
F 318 | 483.25(c)(2) INCREASE/PREVENT DECREASE | ¥ 318! 10/4/2010. The resident is
85=D | IN RANGE OF MOTION receiving accupational therapy

1
i

. five times per week with a new
" plan of care for contractures and .

" be screened by the DON or -

~ proper way of assessing i

preventative measures,

2) By 11/8/2010 all residents witl

ADON to assure that any declines
in ROM are identified and the
residents’ plan of care is
individualized for residents
needs. Necessary changes wiil
be made.

3} On 10/20/10 the Director of
Nursing educated ADON on the

resident’s joint mobility and on
documenting resuits on the Joint
Mobllity Assessment. On
10/21/10 DON will educate
ADON and therapy staff
mémbers on individualizing
restorative interventians
according to resident’s lirmnitation.
All residents will be screened
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F 318 Continued From page 3

completed on April 12, 2010, revealsd resident #5
'was assessed to have limited range of motion of
the left hand and to require extensive fo totel
assistance of staff for transfars, bed mohiltty,
hygiehe, end bathing.

A revisw of the quarterly joint mobility and
: restorative soreen conducted on-April &, 2010,
| revealed resident #5 was assessed to be able o
. passively make a fist and fully open the right
i hand, however, the resident was identified to
keep the left hand clinched. The sereening also
noted the left 2nd right hands were within
| functional limitatiort (WFL)., The screen noted
WFL was defined as having 75 1o 100 percent of
‘avaiiable rarige of motion.

A review of the restorative care plan for resident
#5 revealed the facility had identified the resident
to be at risk for contracture development dueto
weakness. Interventions Included to provide
'2ctive assist range of motion (ROM) exarcises to
bitateral upper and fower extremities at least 15
mirtutes daily and to report any decline in ROM 1o
the charge nurse or restorative rurse for further

| evaluation. However, there was ne evidence the
i faciity had developed individualized interventions
| fo address the resident's impaired ROM of the
“hands.

Resident #5 was observed an September 27,
2010, at 3:30 p.m., At 4:30 p.m,, and at 5:40 p.m.,
fo be lying i1t bed on & wedged matiress with a
pilow underneath the resident's knees, A
handroll was observed to be lying on the
resident's bedside fable. A skin assessment
conducted on September 28, 2010, at 10:85 a.m.,
revealed the facifity staff nurse was able to flex
resident #5's right hand with some siiffness

F318 quarterly. individualized

interventions will be put on the
care plan.' DON, ADON and
therapy will meet monthly to
discuss any issues.

4} DON will perfarm audit on at
least five residents per month to

" ensure resident has been
assessed accurately and care
planned for their specific

" problems, DON whl report
results to the QA comemittee
quarterty.

11/12/2010
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F 318

{ The RC stated resident #5 would "jerk” back

Confinued From page 4

noled, The residenfs left hand was noted to be
closed in  fist and when the nurse attempted to
open the resident's hand the resident called out
"OH." The nurse was unable o fiex the third,
fourth, and fith fingers of the resident's iaft hend,

An interview conducted with CNA #3 on
September 28, 2010, at 1:50 p.m., révealed ROM
exercises were provided daily for resident #5
during bething. CNA #3 stated hand rolls or other
interventions had not been provided for the
resikdent, CNA #3 further stated the resident
would “scream” when staff atiempted to
straighten the fingers of the reskient's left hand.

An interview conducted with the Restorative
Coordinator (RC) on September 28, 2010, at
12:55 p.m., revesled the RC was responsible fo
conduot guarterly contracture measurements of
the residents and {o develop restorative
interventions ko prevent/maintain joint mebility,

when staff atlempted to straighten tha fingers of
the resident's isft hand and some stiffness had
been noted in the resident's right hand, The RC
further stated the resident's restorative program
consisted of ambuiation, commmunication, and
active assist ROM of both uppariower
extramities, The RC stated the therapy
representatives also participated in the resident's
restorative plan of care, but no referrals had been
made to have a therapy screening of the .
resident's hands for further modes of treatment.

A review of the facility's palicy/procedure refated
{o Restarative Nursing (no date) reveasled each
resident was requirad to be screened upon
admission, and at least every three months for
{he need for restorative nursing. The

F 318
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F 318 | Confinued From page 5 F 318 F 364
policy/procedure further noted that an i
individualized plan of care was required to be :
developed o prevent deterioration, and to i 1) Trays sampled by the survey
maintain/improve the resident's current level-of ! team and the dietary manager
F o64 ?éﬂ%xn (2) NUTRITIVE VALUE/APPEAR Fage|  Curimeinspection weregivena .
et PALATABL LPREFER TEMP s new plate of warrF food. The
: ) i pureed bread recipe was rgvised
-+ Each resident receives and the facility provides i forthe next meal.
- food prepared by mathods that conserve nutritive o .
va{ucta. ;;avor. ar;g appa%ralgct::: and food that is | - 2)The week of 10/4/2010
' Fean?eraer&reama Ve, and &t the proper ' Dietary Manager, Adminlstrator,
and DON performed tray audits
. ' to determine the temperature
g‘;xs REQUIREMENT Is not met as evidenced : ' and taste of the food served,
Based on observation snd interview, If was ' Any toncerns were addressed
determined the facility falled to serve palatable : Immediately. At the resident
WO%S it\, 8Bppr°%ﬁgt3v tfemr>tce;“at_umfh fo'r reg;den;s ¢ council on 11/1/2010 the dietary
on the , &n ings during.the lunch an : ]
dinner meals on September 27, 2010, and the ma_nager will speak to thg
breakfast meal on September 28, 2010 resident councll about food
_ ' temperatures and taste of food. .
The findings Include: Any concerns will be addressed
Observafion of the lunch meal on the A Wing, ‘on immediately.
September 27, 2010, revealed the first meal tray -
was served at 1:32 p.m. (Eastern Daylight Time). 3} On 10/8/2010 Dletician
A facillly staff parson removed the last tray from educated all staff members on
the cart at 2:02 p.m., 30 minutes later. Two the importance of serving tas
surveyors intercepted the foed tray to conduct 5 ; P ¢ € d.tv
palatability test with the participation of the Dietary meals. Temperature recording
| Manager (DM). ‘The temperature of the pureed logs and Tray Delivery Paticy
: ?Bhai w:slas follﬁ\gz: fish - 98 d"eogsredes were revised by the dietician. On
' Fahrenhelt, mashed potatoes - egrees ! T,
' Fahrenheit, macaroni gnd cheese - 108 degrees 10/22/ 2019 Dietician and'dletary
: Fahrenhelt, Vitamin D milk - 50 degrees | manager will reeducate dietary
} Fahrenheit, and a vanfils shake supplement - 80 ! staff on the Serving Temperature
Event 10 TQHT11 Facllity 1D: 100487
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F 364 Continued From page 6 ¥ 364 '
degrees Fahrenheil. A surveyorand the Dietary Policy and an the Tray Dellvery f
Manager conducted palatability tests of the mea Poliey. Dietary staff will be i
with both noting the fish, potatoes, and macaroni edycated on the revised
and cheese were warm and blgnd to teste. The tempe X
Dietary Manager stated the milk and shake were Emperature recarding logs and
warm and net 2 cold as they should have been, procedures, Dietary Manager

ordered new wells and lids for
Observations were conducted on September 27, the steam table, dietary staff
2010, during the dinner meal tray pass on the D : :
Wihg. Observation revesied the first meal tray . members are ensuring t_hat the
was passed at 8:32 p.m_, and the last meal tray . Plate warmer is kept at its
was passed at 7,02 p.m., 30 minutes later. The warmest tamperature, cold
last meal tray was intercepted by two surveyors : ti -
aiong with the presence of the Dietary Manager. pr_Odu_m are putin the freezer
Temperatures were taken of the forfified fiquid prior ta meals being served, and
dist meal. Temperatures were noted as follows: steam table element was fixed by
sweet potato&s - 112 degl‘e&s Fahrer‘hEit, ham - maintenance staff, The order of
120 degrees Fahrenhelt, bread with. milk - 80 ,
degrees Fahrenhelt, milkshake - 56 degrees iray pass has been Change‘d se
Fahrenheit, and Vitamin D milk - 48 degrees that trays are served In a timely
Fahrenheit. After a palatability test was manner.
compieted, the Dietary Manager statad the food . A
was barsly warm, was bland, and he/she would 4) Digtary Manager,
i have sent the food back to the kitchen at these . .
| temperatures. Administrator, and DC?N will
P perfarm test tray audits weekly.
;’ Further observations were conducied on Results will be reviewed by the
; September 28, 2010, at 8:43 a.m., on the B Wing NAR committee weekly. Dieta
i during the breakfast meal. Observation revealed N i Y | v
. the last meal tray was infercepted at 9:12 a.m., anager will repart results to
due tn the extended timeframe of meal delivery to f the quarterly QA committee.
the residents. The meal tray was intercepted by i :
two surveyors and the DM. Temperatures of the | i 11/12/20%0
puree diet were as follows: oatmeal - 118 g :
degrees Fahrenheit, bacon - 102 degrees i ‘
Fahranheit, eggs - 90 degrees Fahrenbeit, gravy - .
88 dagrees Fahrenhelt, and Vikamin D milk - 48 ;
dagrees Fahrenhelt, The Dietary Manager stated ,, :
the food temperatures wera hot acoeptable, : ,
. 1
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F 384 E Continued From page 7 F 384
I During the Resident Group Interview conducted
on Septernber 28, 2010, at 4:00 p.m. - 4:30 p.m. i
| (EDT), residents #14, #21, #22, and #23 revealed :
i the food was cold when served 1o these -
residents. The residents stated they had reported
these cancemns to fasility staff but nothing had
been done to correst the identifisd problem with
1 oid food termperatures. -
| .
An Interview with the Distary Manager (DM) and
Administrator conducted on September 28, 2010,
at 10:40 a.m,, revezled they did not check -
temperatures or conduct palatabifity tests at the
point of service to ensure the foed temperatures
and tasta of the foods were acceptable, They
further revesled the facillty did not have & polley
regarding food temperatures at point of servies or F371
regarding & required timeframe to deliver trays to
residents. 1) On 9/28/2010 Dietary
Interview with the Dietiflan on Sepiember 28, Manager disposed of all
2010, at 9:28 a.m., revealed meal fray pass outdated or uniabeled food and
should be completed in 10-15 minutes, drinks. Dietary Manager called
F 371 1483.35(1) FOOD PROCURE, . : F 371 vendor and re ;
.y quested new ice
Ss=£ | STORE/PREPARE/SERVE - SANITARY cream freezer. On 8/29/2010
| The facllity must - Vendor supplied kitchen with
(1) Procure food from sources approved or new ice cream machine.
considered satisfactory by Faderal, State or lacal
aLithorities; and 2) On 9/28/2010 Dieta
(2) Store, prepare, distribute and serve food ) On 5/ {} el ontne
under sanitary conditions manager chacked entire
refrigerator and freezer for
outdated and uniabaled
products. No additional items
! . were found,
This REQUIREMENT is nof mat as evidenced
PO CM5-2587(02-98) Proviows Verslons Obzolele Evert ID: TOHT11 Fadiity ID: 100337 If continustion sheet Pags 8 of 13
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(%4} I SUMMARY STATEMENT OF DEFIGIENCIES i mn ! PROVIDER'S PLAN OF CORRECTION {X8) -
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TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) AR GROSS-REFERENCED TO THE APPROPRIATE DATE
. ’ i : "DERICIENGY)
F 371 | Continued From page 8 F 371 - .
by: . . 3) Dietician and dietary manager
Based on obsarvation and interview, the facility have reviewed the Refrigerated
falled fo stora, prepare, and distribute foods under and Frozen Food Storage Palicy.
sanitary conditions, © On 10/22/10 Dietician and
The findings inciude: dietary manager will educate
diztary staff on this policy

; ﬁbsewatm?;, Wili? lcﬁ:cxndugtﬁe:d w;th mgiefaryb - focusing on proper labsling and
: Manager of the Kitchen refrigerator on September b

28, 2010, at 10:25 am, (EDT). The following -, fatating foods for use. Dietary
 iterns ware ohsarved to be outcated and stored in. .. Manager updated cleaning

; the kitchen refrigeratar: schedule ta include daily checks

of the Refrigerator and Freezer.

: One container of diet pears, dated Septamber 18,

' 5010, | Any outdated or uniabeled foods

. One contziner of Parmessin cheese, dated May wili be disposed of immaediately.
11, 2010. ‘ : f On 10/22/2010 Dietary Manager
r?c?tedj:trezwaet relish, opened and partially used, ' will reeducate staff members of
One-haff container of shredded cheese, dated | o the importance of properly
September 15, 2010, . “defrosting the ice cream freezer
One pitcher of diet orange drink, dated ! and that all problems with

September 21, 2040, i .
One pitcher of diet lemoriade, dated September | equipment need to be reported

16, 2010, A to her immediately.

One container thickened dairy milk, dated , i

September 17, 2010, , 4} Dietary Manager or her P

%ne;;c;gtamer sweetened tea dated September designee wili monitor storage !
o i

One contalner thickened punch, dated September areas weekly to ensure proper sl

24,2010, - food storage. Audits will be- .
- reviewed weekly by the

Observation of the kitchen conducted on administrator. Results will be -

September 28, 2010, at 10:45 a,m., revealed an

ice cream freezer with the fid broken, seal hot : reported to the QA committée
imtact, and foam inside of the lid visible. The ice on a quarterly basis. :
cream freazer was observed o have i 11/12/2010 ‘

! approximately one-half inch of condensation and
; ice buildup. The ice eream freezer was noted to : )
FORM CMS-2567(02-89) Previous Versiona Obaciete Bvant IR TANTYY Facdiliy D2 100A37 . If continuation sheat Page 9 of 13
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E ENVIRON

; The facility must provide a-safe, functional,
| sanitary, and comfortable. environment for
i residents, staff and the public.

!

This REQUIREMENT is not met as evidenced
by:

Based on obiservation and Interview, the faciity
fajled fo provide effective housekeeping and
malntenance services necessary to maintain a
sanitary, functional, and comfortable epvironment
for residents, staff, and the public. Missing fioar
tiles were observed in resident rooms, a buildup
of soil was observed in corners of resident ooms,
and the chests of drawers in five (5) resident
raoms were observed to be scraped/scarred,

88=F | SAFE/FUNCTIONAL/SANITARY/COMFORTABL

(x4) 1B SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CORREGTION o)
PREFIY {EACH DEFICIENCY MUST BE PRECEDED RY FLILL. | PREFX {FAGHK CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY COR LSC IDENTIFYING INFORMATION) YoTAG CROBS-REFERENCED TQ THE APPROFRIATE DATE
\ DEFICIENCY)
F 371 | Continued From page 8 F 371 5
have several dents and rust on the outer surface. Fa8s
interview with the Djetary Manager (DM) on 1) The week of 10/24/2010
September 28, 2010, at 10:12 a.m., 10:25 am,, Housekeeping will clgan corners
and at 10:46 a.m., revealed itams in the and baseboards in B2, B4, E5, BE
refrigerator were required to be dated when 87 B8 B9, BI3 " é 1 6’ - ' 2'
opened and discarded after threa days. The DM - B8, B3, B13, B13, B16, C1, C2,
stated the dietary staff was responsible to chack C4, C8, €7, C8, C9, C10, C12, D4,
the refrigerators dafly and remove outdated items D6, D7, D8, and DY.
as indicated, The DM stated that fems should .
’ H I’s >

only be kept for three days in the refrigerator from ?use ‘eapung Wil clean behind
the date of opening or preparing. The DM stated ; toilets in 814, D2, and D8,
that condensation bulldup in the ice cream freezer 5 Housekeeping will clean grout in
Could cause a freezing and thawing process, f shower reom.  Housekeenin
which could affect the teste and qualily of the | - Ping
product cleaned the inside of the ice

_ _ . " machine on 10/20/2010.

i Note: All imes documented per Eastern Daylight Housekeeping and Maintenance

: Time
, staff membars will clean alr vents
© F 465 483.70(h)

on hallways. The week of
10/31/2010 Housekeeping will
wax and buff med room floors
and will clean counters and
cabinets,

Prior to 11/11/2010
Maintenance Staff will sand the
doors on Al, A2, A7, AlG, All,
A1z, A13, Al15, B3, B4, RS, B1D,
B14, B15, C&, C10, C12, D5, Dg,
D7, and D11 ansuring that doors
are not splintered and hazardous
to our residants. Beginning on
11/1/2010 door guards and kick
plates will be purchised so that

© PORM CMS-2567 ([248) Previous Versions Obsolate Evert ID:TOHT11
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(%4) I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CGRRECTION o
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: . DEFICIENCY)
F 485 | Continued From page 10 F 485 d e fixed |
The central baths on A Hall and C Hall were 00rs can e lixed in & more
abserved to have areas of chipped paint and the attractive manor.
grout in the shower areas was discolored. '
Splintered/scarred doors and door frames were The week of 10/17/2010
observed in twanty-one (21) resident rooms, Maintenance Staff sanded and
Tiles were vhserved to be missing under sy .
lavatories, toliets, and air conditioners. A scrapad rEﬁ_"'ShEd chest ofdrawer§ "
wall 2nd a hole were observed In the wall in two resident rooms 81, 83, C13, D5,
(2) resident rooms, The ice machine on the D.  and D7, Malntenance Staff have
Hall.was observed to have mildew/mold on the " filled In holes and S i
Inside. Retum air vents on C Hall and B Hall f s Bne Serapes in
were observed to have a heavy bulldup of dust reoms €12 and DS,
Both medication rooms were observad to have
soiled floors, soiled countertops, debris inside The week of 10/24/2010
drawers, and 2 buildup of dirt on the floors, The | Maintenance staff will put down
: medication carts were also observed to have : ile under the HV, .
' powder/debris and dried spills on the tops/sides ' uile under the HVAC units In C5,
! and Inslde the drewers. A tube feeding pumpin | €10, B3, D7, D8, and DS,
: the A/B medication room was observed fo be Lo
solled with & drled tan substance on it. The tube : i Before 11/11/2010 Maintenance
feeding support pole In A-2 was observed o be . Director will have an artist touch
heavily sofled with a drisd tan substanceonit. | up murals in shower room.
The findings include: _ | The week of 10/17/2010 Nursing
-Observations of the facility from September , staff cleaned medication carts in
2729, 201 Q, revealed the following areas were in i both'medication rooms. Nursing
| need of maintenance/ ousekeeping sawlf:as. has cleaned tube feeding pole In
1. A heavy bulldup of soll was observed at the room Al and poles in the med
comaers of the doorframas and/or baseboards in room,
resident rooms B-2, B-4, B-5, B-8, B-7, B-8, B8,
B-13, B-15, B-18, C-1; C-2, C-4, C-8, C-7, C-8, 2} By 10/29/2010 Housekeeping
-8, C-10, C-12, D4, D6, D-7, D-8, and D-8. and Malntenance Supervisor will
'2. Splintered door edges andior chipped tour the entire facllity to observe
; ‘ doorframes were abservad in resident rooms A-1, for safe/functional/sanitary and. E
|56, B, Bt BL1B, 08, 610, C.12, D5, D6 comfortzble emironment, Area
P ’ ) LT T needing immediate attention will
Buant [D: TONTY1 Fugiity 10, 100337 ¥ continuation sheat Page 11 af 13
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F 485 . Continued From page 11 FA4B5|

f D-7, and D-11.

| 7. The Centra Baths on A Hall and C Hali were

.| were observed to contain @ heavy bulidup of dust,

112, Atube feeding pole in resident roam A-1 was
1

3 Chests of drawers in resident rooms B-1, B-3,
C-13, D-5, and D-7 were observed to be scraped
and scarred

4. Holes/scrapes were observed in resident
rooms C-12 and D-8,

5, Tles were missing under the alr conditioners
in resident rooms C-5, C-10, D-3, D-7, D-8, and
D-9.

6. The ficor behlné the toilets in resident rooms
B-14, D-2, and D-8 were observad o be
cﬁscolored

observed to have areas of chipped paint and
solied grout in the shower area,

8. The ice machine on D Hall was observed to
have mold/mildew on the inside of the ice
dispenser,

8. The retumn air vents on D Hall and on B Hall

10, The medicetion rooms on fae A/B and C/D
units were ohsarved fo have soflad
counters/cabinets and drawers. Debrls was
observed inside the drawers. The fioors wara
observed to have a heavy bulldup of dirt.

Medication carts in both medication rooms
were obsarved 1o be solled with dried substances,
and with powder and debris in the drawers.

_ 3:00pm each day. Housekeeping

be addressed. A plan of action
will be developed for concerns
not needing immediate
attention,

3) Housekeeping staff members
will begin cleaning med room at

" Manager will add med room to
buffing and waxing schedule.
Housekeeping Manager added
deaning the outside of the jce
machine to the daily cleaning
schedule, has added baseboards,

- corners, and behind toliets to the
weekly cleaning schedule, has
added cleaning the inside of the
ice machine to the quarterly
cleaning schedule and the air
vents to the monthly cleaning
schedule, On 11/5/2010
Housekeeping Manager will
educate the housekeepers on the
new cleaning schadule,

On 11/5/2010 DON will
reedycate staff membars on the
nursing cleaning scheduie and on
proper cleaning techniques,
Dirty tube feeding poles will be
placed in the solled utility room.

FORM CMES-2567(02-53) Previtus Verslons Obsalgle
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x4) Ib SUMIMARY STATEMENT OF DEFICIENCIES

(%5)

o PROVIDER'S PLAN OF CORRECTION
FREFIX (EACK DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRELTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE AFPROPRIATE DATE
: : DEFICIENGY)
F 465 | Continued From page 12 F 485 )
observed to have a heavy buildup of a dried tan Clean poles will be placed in the
substance, A tube feeding pump in the A/B med room,
_i medication room was observed to be heavily
sollad with a dried tan substance, Maintenance staff members will
) begin refinishing or i
An interview with the Maintenance and Bln r g or purchasing
| Housekseping Supervisors was conducted during- one chest of drawers per week.
i the environmenial tour at 10:00 a.m. on Over the next year Maintenance
that they attempted o make facllity rounds weekly " door guards to all doors in the
1o obsenve for maintenance and ¢leaning needs. S g !
! facility. Holes and Scrapes in '!
§ rooms will be fixed weekly after 5
: reported to maintenance by the
room round committee.
Maintenance staff members will
ensure touch up paint In shower
rooms at least quarterly.
4) The housekeeping managet or
: her designee will check five
; resident rooms, the ice machine,
i the alr vents, the shower rooms
and the med room weekly for
cleanliness, DON will check med
cart for cleanliness monthly, The
Malntenance Director will turn in
a Job Task Sheet to the
Administrator weekly. The.
Administrator will ensure that
the maintenance staff are
\ following Job task scheduie. All
monitoring will be reported to
FORM CMB-2587(D2-58) Pravioys Versions Obsclsts Bven ID; TQH T Faciity ID: 100337 If continuation sheet Pags 13 of 13
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‘active assist rangs of motion (ROM) exercises to |

- hahds.

to be at risk for contracture developmeant dug to
weakness. Intsrventions inciuded to provide

bllateral upper and lower extremitles at least 16
minutzs daily and fo report ainy decline in ROM ta
ihe charge'nurse or restorative nurse for further
gvaluation. However, thare was no evidence the
faclitty had developed individualized interventions
io address the resldent's Impaired’ ROM of the

Resident #8 was obsarved on September 27,
2010, at 3:30 p.m., at 4:30 p.m., and at 540 p.m.,
to be lying in bed on a wedged mattress with 2
piliow undernaath the residant's knses. A

(%) 1D SUMMARY STATEMENT OF DEFIGIENCIES i D PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX (EACH DEFICIENGY MUST RE PRECEDED BY FLILL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG REGULATORY OR LSC IDENTIFYING INFORMATION) o TAG , CROSS-REFERENCED TO THE APPROPRIATE i
' Co DEFICIENCY) )
F 318 | Continued From page 3 F 318 —
completed on April 12, 2010, reverled resident #5 , -
was gssessed to have limited range of motion of quarterly. Individualized
the left hand and o require extensive ta {otal "interventions will be put on the
assistanoe of staff for transfers, bed mcbflity " ' PUt e
hygiene, and bathing. care plan. DON, ADON and
therapy will meet monthiy to
‘ A review of the quarteriy joint mobility and discuss any Issues.
! restorative screen conducted on-April'§, 2010, : )
i revealed resident #3 was assessed 1o be able ta 4) For the next three months
i passively make = fist and fully open the right b ber |
. hand; howaver, the resident was idenlified to {November, December, January)
keep the left hand clinched. The screening also k.,-;_DON will perform audit on at
;\Dteg fhel "eﬁ atantid ri%&sgf)ndﬁr ;vere within " Teast five residents per month to .
"| fupctional firnitation & screen noted ent :
WFL was defiried-as having 75 1o 100 percent of ensure .reslsdent has been
available rarge of motion. assessed accuratal»l!gand care
. ' . planned for thelr specific-
A review of the restorative care plan for resident roblems. DON will report ,
#5 revealad the facility had idedtified he resident P ' P i o
11/12/2011

results to the QA committee
quarteriy. :

handroll was observad to be lying.onthe. o oo oo

rasident's bedside table, A skin assessment
conducted on Saptermber 28, 2010, at 10:55 a.m.,
revaaled the facilty staff nurse was abie o flex
resident ¥5's right hand with some stifiness ?
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F 384 Continued From pag2 8

Manager conducted palatability tests of the meal
with both noting the fish, potatoes, and macaroni
and chease ware warm and bleind o tasts. The
Dietary Manager statad the milk and.shake were
werm and not as cold as they should have beeq

Observatlons were conducted an September 27,
2010, during the dinngr meal tray pass on the O,
Wing. Observation revaaled the first meafl fray
was passad at 6:32 p.m,, and the last meal tray
was passed at 7:02 p.m., 30 minutes later. Fhe
last meal tray was Intercepted by lwo surveyors
| along with ihe presence of the Dietary Manager.
Temperahwes wene taken of the fortified liquid
dist meal. Temperaturexwere noted as follaws:
sweet potetoes - 112 degrees Fahrenheit, ham -
120 degrees Fahrenheil, bread with. itk - 80 -
degrees Fahrenheit, mikshake - 56 degrees
Fahrenhelt, and Vitamin D milk - 48 degrees
Fahrenheit. Afer 2 palatabifity test was
completad, the Dietary Manager stated the food .-
was barely warm, was bland, and he/she would
have sent the food back to the kitchen at these
temperatures. .

Further cbservations were conducled on .
September 28, 2010, at 8:43 a.m,, on the B-Wing
during ihe breakfast meal. Observation revealed
: the last meal tray was intercepted at 9:12 am,,
due 0 the extended fimeframe of meal delivery to
the residents. The meal tray was intercepted by

puree diet were as follows: oatmeal - 118
" | degrees Fahranhelt, bacon - 102 degrees

degrees Fahrenheit A surveyor and the Dietary |

X 10 SUMMARY STATEMENT OF DEFICIENCIES . o] FROVIDER'S FLAN OF CORRECTION r (%s)
PREFIX {EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE : GUMPL%TDN
TAG RESULATDRY OR LEC IDENTIFYING INFORMATIOM) TAG CROSS-REFEREHCED TO THE APPROPRIATE : DA
. DEFICIENCY} :
F 364 ,
i

10/22/2010 Dieticlan and dietary
managar will reeducate dietary
staff on the Serving Temperature
Policy and on the Tray Delivery
Policy. Dietary staff wili be
educated on the revised
temiperature recordmg logs and
procedures Dietary Manager
_Hotdered new wells and lids for

the steam table, dietary staff '
members are ensuring that the
plate warmer is kepw
warmaest temperat_ure, cold
products are put in the freezer |
prior to meals being served), and
‘steam table’element was fixed by
maintenance staff. The order of
tray pass has been changed so
that trays are served in a timely
manner, 2

4) For the next three months
(Novempber, December, January)

two surveyors and the DM, Temperatures of the ! e
. 5 audits weekly, Results will be

| Dietary@¥ianagér, Administrator,
| and DON will perform test tray 11/12/2010

[
i

88 degrees Fahrenhei, and Vitamin D mitk - 48
degress Fahrenheit. The Dietary Manager stated |
tha food temperatures were not acceptable

Fahrenheit, eags - 90 degreas Fahrenneit, gravy -

! | weekly, Dietary Manager will
! ! report results to the quarterly QA
. committee.

Cy .
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FRINTED: 101372010

DEPARTMENT OF HEALTH ANL HUMAN SERVICES FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES OMB NQ. 06380391
STATEMENT OF DEFICIENGIES (%1) PROMIDER/SUPPLIERICLIA {X3) HMULTIFLE CONSTRUCTION {£3) DATE BLIRVEY
AND FLAN GF GORREGTION IDENTIFICATION NUMBER, COMPLETED
: A, BULDING
- 185168 B. VilnG 08/28/2010_

NAME OF PROVIDER OF SUPPLISR
. MONROE HEALTH 4ND REHABILITATION CENTER

STREET ADDRESE, CITY, STATE, ZIP CODE |
708 N MAGNGLIA STREET, PO BOX 367

TOMPKINSVILLE, KY 42187

{xiy 1D SUMMARY STATEMENT OF DEFICIENCIES i 0 PROVIDER'S FLAN OF GORRECTION L s
PREFIX (EACit DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE combLATION
TAG REGULATDRY OR LSC IDENTIFYING INFORMATIGN) i TAG CRUSS-REFERENCED TO THE APPROFPRIATE T OATE
. ' i DEFICIENCY) .
F 371 Continued Froam page 8 F 371
by :
Based on observation and interview, the facility 3) Dieticlan and dietary manager
failed to store, prepare, and distribute foods under 2 :
sanitary conditians, ?ave reviewed the Refrlgeratgd
- : and Frozen Food Storage Palicy.
The findings include: _ , On 10/22/10 Dietician and
. , ' ‘ dietary manager will educate
Observalions were conducled with the Dietary | - di N taff g this policy
Manager of the kitchen refrigerator on September ret:-tul'y_s arton this poficy .
1 28, 2010, at 10:25 a.m. (EDT). The following “focusing on proper labeling and
! items were observed to be outdated and stered in. rotating foods for use. Distary
the kftche'n refrigerator: . -'-'.':‘_-LManager up dated cleah g
 One container of diet pears, dated September 18, schedule-to include dally thecks -
12010 o _ . of the Refrigerator gnd Freezer. © .. |
| One coniminer of Parmesan cheese, dafed May Any outdated or unlabeled foods . ]
11, 201G, ' . gy :
One jar sweet rafish, opened and partizily used, will be disposed of ‘!".’f‘“‘af?'_‘,’;_
‘not dated, On 10/22/2010 Dietary Manager °
One-half container of shredded cheess, dated [ will Feeducate staff mambers of
September 16, 2010, ' ! -
. - N the importance of propeari
. | One pltcher of diet arange drink, dated p'o ) . properly :
| September 21, 2010. - defrosting the ice cream fre;é;er “
"One pitcher of diet lamonade, dated Septemiber and that all problems-with - o
é& 2-010£ iner thickened dairy mik dafd equipment need 1o be reported -
na container thickened dairy milk, da Gy T ! o
September 17, 2010. ; : ,. to hér immédiataly.
Cne container sweetened toa, dated Septamber : ) )
24, 2010, : o T 4) For the next threa months,
One container thickened punch, dated Seplemnber (November, Decembaer, January} :
: 24', 2a10. o : a L ‘Dietary Manager or her designee.
, Obsarvation of the kitchen condiicted on wilt monftor storage areas’
Seplamber 28, 2010, at 10:45 a.m,, revealed an weekly to ensure proper food.
) ACR.CTEAM. frR@z@r With the Jid-Broken; 8aal-not-fw T storage. "Audits will be reviewed ™
" intact, and.foam insida of the fid visile, ' The ice | ‘ : :
o weekly by the administrator..
oream freezer was abserved to have 11,/12/2010

! approximately one-half inch of candensation and -

ice buildup, The ice cream freazer was noted to

Results wilkbe reported to the
! QA committes on a quarterly a

ool

Csge
M

\
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‘ PRINTED: 10/13/2010

DEPARTMENT OF HEALTH AnD Human sERvices D\dondlumy | FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES L OMB NO. 00350381
STATEMENT OF DEFICIENCIES {X1) BROVIDERISUPPLIER/CLIA {¥2) ML TIPLE GONSTRUCTION ' {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: COMPLETEDR

A. BUILOING
185188 RN 08/25/2010
NAME OF PROVIDER OR SUPPLIER ! ), BYREET ADDRESS, CITY, S$TATE, ZIF CODE

706 N MAGNOQLIA $TREET, PO BOX 367

MONROE HEALTH AND REHABILITATION CENTER TOMFKINSVILLE, KY 42167

X410 SUMMARY STATEMENT OF DERICIENCIES s} i PRQVIDER'S PLAN OF CORRECTION (y.sg
PREFIX (EACH PEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SMOULD BE COMPLETION
TAG REGULATORY OR L.3C IDENTIFYING INFORMATION) ) TAG CROSS-REFERENCED TO THE APPROFRIATE Bate

DEFICIENCY}

F 485 | Continued From page 12 i F 486
observed to have a heavy bulldup of a dried tan
substance. A tube feeding pump in the A/B

I madication room was obsarved i be heavily med reom.
solled with a dried tan substance.

Clean poles will be placed In the

: Maintenance statf membaers will
An Intarview with the Maintenance and ' . i ,

| Housekeeplng Supervisors was conducted during . : begin refinishing or purchasing
. the environmental tour at 10:00 a.m. on +t one chest of drawers per week.
September 28, 2010, The Supervisors stated t Over the next yezr Maintenance i
that they attempted to make facifity rounds weekly ‘ © ‘staff will apply kick plates and i
to observe for maintenance and cleaning needs. ' '

- door guards to all doors in the

" facility. Holes-and Scrapes In .
1 ‘ , ¢ rooms will be fixed weekly after

; : j  reported to maintenance by the

j . " room round committee. '
Malntenance staff members will
€nsure touch up paint in shower
rooms at least quarterly,

4} For the next three months
i (Nwember}bég;rﬁbef,January)
i ' The hggsgkeeping manager.or
‘ ' her designee will check five
I resident rooms, the Ice machine, -
the air vents, the shower roams
and the med room weekly for
‘cleanlinegs, DON will check med
cart for cleaniiness monthly. The
_.Maintenance Directorwill turndn... .| ... ... .|
a lob Task Shest to the
Admintstrator weekly. The
Administrator will ensure that
the maintenance staff are

FORM CMS-2557(02-86) Previaus Versiona Obsolete Event ID: TOHT11 Peallly ISARENINE JOD Task schedyle, nillaion shost Page 15 of 13
‘monitoring will be reported to
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18/22/281@ @9:43 12704878604 AND R
DEPARTMENT OF HEALTH AND HUMAN SERVICES D FoRM ASPAIS
CENTERS FOR MEDICARE & MEDICAID SERVICES . ‘ B NO, 0838-
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA ($2) MULT) STRW 22 2010 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;! . MFLETED
A BUILDIN - MAIN BUILDING 01
185168 4o —+ cars 0812872019
NAME OF PROVIDER OR SURPLIER STRE 130 P RODE
i 706 N MAGNCLIA STREET, PO BOX 367
NRO T) '
MONROE HEALTH AND REHABILITATION CENTER . TOMPKINSVILLE, Ky 42187
{4 ID SUMMARY STATEMENT OF DEFIGIENCIES b PROVIDER'S PLAN GF CORRECTION I sy
FREFIX (EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETSN
TAG REGULATORY OR 1.5C IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APFROPRIATE |  DATE
. DERICIENCY)
INIT |
K000 AL COMMENTS . K000 K025 NFPA Life Safety Code ;
]
A life safaty code survey was initiated and Standard
concluded on Septernber 298, 2010, for , .
compliance with Title 42, Code of Federal 1} Mainteniance Director
Regulations, §483,70, The facility was found not contacted Lyans HVAC sarvice.
tg be In compligpce with NFPA 101 Life Safely : Lyons HVAC service will perfarm
ode, 2000 Edition. ‘ ‘damper Inspection on
Deficlencies wares cited with the highest deficiency . 10/22/2010,
identified at "E" lavel, . l h
K025 | NFPA 101 LIFE SAFETY CODE STANDARD KQ26: 2] On 10/22/2010 Maintenance
§8=E Smoke bari ot fed . vid Director chacked attic to ensure
moke bamers are constructec to provide at *
least a one half hour fire resistance rating in that all dampers have been
accorgance with B.3, Smoke barriers may inspected.
terminate at an atrium wall. Windows are
protected by fire~rated glazing or by wired glass 3) Maintenance Dlrector has
panels ;ﬂd steelr:nrfmet'.: A mlmr_fél;f;{ of MOCh revised Prevantative
separsie compartments are provided on ea ) .
fioor, Dampers are hot required in duct mafntenance list to include
panetrations of smoke barriers In fu”y ducted . mamtenance on dﬂmpers at least :
heating, ventilating, and air conditioning systems. evary four years.
118.3,7.3, 18.3.7.5, 18.1.6.3, 18.1.6.4 ! : ) ‘
! 4) Maintanance Director has | ’
' informed the TELS prograrmmer
‘ ‘ ' to add damper inspection every
. This STANDARD is not met as evidenced by four years to facility PM
: Based on observation and interview, the faciiity : schedule. T wili ;
. failed to maintaln fre/smoke dampers that j ® Z ) ..ELS.pmgmfn !
. penetrated the fire/smoke barrier walls in the attic i remina maintenance directar
area, This deficient practice affected three (3) of when damper inspection is due.
six (6) smoke compartments, staff, and
approximately fifty-two (52) residents. The faciiity 11/12/2010
has the capacity for 104 beds with a census of '
104 an the day &f the survey.
The findings include: , ‘ ' :
.' i
. |
- LABORATORY CIRECTOR'S OR TITLE (X6) DATE
%\AAAOh o ke s

foliawing tha date of survay whether or riot s plan of caraction is providad, For nursing homes, tha akove findinge end plane of sormsction are disclosable 14
days fallowing the date thase documents are made avalisble to the faclity. If deficlancies are cited, an approved pian of corraction s requisita to continued

_program participation.

|0/8.050

2k ending with an neterisk () denotes a deficiency which the matiution may be excused from oormecting providing it Is deverined that
i aufficlent pretection to the patients, (See instructions) Exoapt for nursing homss, the findings stated above are discirsable 90 days
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

MONROE H AND R PAGE 21/25

PRINTED: 10/132010
FORM APPROVED
OMB NO. 00380381

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DERICIENCIES (X1} PROVIDER/SUPPLIER/CUA
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER:

185168

‘|8, WING

(%2 MULTIPLE CONSTRUCTION - (%2) DATE SURVEY
COMPLETED
ABULDING 01 - MAIN BUILDING 01

05/29/2010

NAME OF PROVIDER DR SUPPLIER
. MONROE HEALTH AND REHABILITATION CENTER

STREET ARDRESS, CITY, STATE, ZIP GODE
706 N MAGNOLIA STREET, PO BOX 357
TOMPKINSVILLE, KY 42167

(X - SUMMARY STATEMENT OF DEFICIENCIES
PREFIX : (EACH DEFICIENCY MUST BE PRECEOED BY FLILL
e REGULATORY OR L$C IDENTIFYING INFORMATION)

(17} PROVIDER'S PLAN OF CORRECTION oS
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE

. DEFICIENCY)

K 025 | Continued From page 1 '

29, 2010, at 1115 a.m., with the Director of

Maintenance on September 28, 2010, at 11:15

unaware of the requirements pertaining to
fire/smoke dampers or If there was a record of
the dampers having been maintaihed. The

fire/smolke damper on the D Wing,
Réference: NFPA 90a (1689 Edition),

3-4.7 Maintenance. -
Al least every 4 years, fusible linkes (where

be operated to verify that they fully close, the
lateh, if provided, shall ba checked;

and moving parts shall be lubriceted as
hecessary,

K 028 | NFPA 101 LIFE SAFETY CODE STANDARD
$8=D :
One hour fire rated eonstruction {with ¥ hour
firerated doors) or an appraved autormatic fire
extinguishing system in sccordance with §.4.1

option is used, the areas are separated from
other spaces by smoke resisting partitions and

48 inches from the bottom of the door are
patmitted,  18.3.2.1 -

During the Life Safety Code survey on September

Maintenance, a fira/smoke barrier wall above the
fire doors on the C Wing was observed to have
ductwork that contained a fire/smoke damper. A
fire/smoke damper closes to prevent fire and hot
gases from penetrating the fire/smoke barrier wall
and is required fo be inspected and maintsined
every four years, An interview with the Director of

a.m., revealed the Director of Maintenanne was

Director of Malntenance stated there was also a

applicable) shall be removed; all dampars shail

and/or 19.3,5.4 protects hazardous areas. When
the approved automatic fire extinguishing systarm

doors, Doors are sel-closing and non-rated ar
- | field-applied protactive plates that do not exceed

K 028

K 028

© K029 NFPA 101 Life Safety Code }
| Standard _ ' :
[ i
| 1) On 10/18/2010 Maintenance
Director Ingtalled door closures
! on the corridor door to the

) laundry room and the medical

e MPDIY FOOMS, i

T
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PRINTED: 10/13/2010
FORM APPROVED
OMEB NO. DB38-D381

Received Time Oct. 22 2010 10:50AM No. 3674

STATEMENT OF DEFIGIENOIES {X1) PROVIDERBUPPLIERICLIA (t2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: \ COMPLETED
A BULDING (1 . MAIN BLIILDING 01 ‘
 aR BERY N '
185168 i 08/28/2010
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP GODE
708 N MAGNOLIA STREET, PO BOX 357
!
MONROE HEALTH AND REHABILH’AT ON CENTER TOMPKINSVILLE, KY 42167
x| SUMMARY STATEMENT OF DEFICIENGIES o | PROVIDER'S PLAN OF CORREGTION o)
PREFIX | (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREQTVE ACTION SHOLILD BE BOMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
E : DEFICIENGY)
K 029 | Continued Fro
f m page 2 K028 2y on 10/18/2020 Maintenance
Director observed other doors
thraughout the building and
determined door closures were
This STANDARD is not met as evidenced by: on alf necessary doors.
Based on observation and interview, the faciiity P :
falled to ensure that hazardous area doors were ;. 3)0On10/18/2010 Malntenance
equipped with a self-closing device. This i Director installed door closures.
deficient practice affected two (2) of six (6) smoke © 7 On 11/5/2010 all staff members
compartments, staff, and approximately ' y ‘
twenty-slx (26 residents. The faciiity has the . educated on importance of door ;
capaclty for 104 bads with a census of 104 on the j closures. i
day of the survey. ! .
: 4} Maintenance Director will
The findings include: : check doors to hazargous areas
Puring the Life Safety Code tour on September ' monthly to ensure door closures
29, 2010, at 10:56 a,m., with the Director of i are on doors, QA results will be
Maintenance, a corrider door to the Laundry and ! reported to the QA committee
Medical Supply rooms were observed not to have, f
! . : quarterly,
door closing devices. Door closing devices are :
required on doors to rooms deemed to be a ' '
hazardous area. An intetview on Saptember 28, :
2010, &t 10:55 a.m., revealed the Director of ;
Maintenance was unsura which rooms were : - 1/12/2010
cansidered Razardous areas that would require a
door closing devios, : !
i
Reference: NFPA 101 (2000 Edition).
19.3.2.1 Hazardous Areas.
Any hazardous areas shall be safeguarded by a
fire barrier having a 1-hour fire registance rating
or shall ba providad with an gutomnatic )
extinguishing system in accordance with B.4.1. ]
The automatic extinguishing shall be permitted to.
! be in accordance with 19,3.5.4. Where the :
1 sprinkler opfion is used, the areas shall be
FORM CMS8-2587{03-88) Previous Versions Otssclom Event 10 TQHTRY Faeiity ID; 100237 If tontinuation shaet Page 3 of 6
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PRINTED: 10/13/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROMED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0538-0391
STATEMENT OF DEFICIENCIES R1) PROVIDER/SUPPLIER/CLIA ($2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A BUILDING 07 - MAIN BUILDING 04
. 188168 | . 09/28/2010

NAME OF PROVIDER OR SUPPLIER . _
MONROE HEALTH AND REHABILITATION CENTER

STREET ADDRESS, OITY, STATE, 2P CODE
708 N MAGNCLIA STREET, PO BOX 367

SUMMARY STATEMENT OF DEFICIENGIES
. (BACH DEPICIENGY MUST BE PRECEDED BY FULL
-~ REGULATORY OR LSC IDENTIFYING INFORMATION)

(4} 1D
PREFIX
TAG

TOMPKINSVILLE, KY 42187

CROSS-REFERENCED T0 THE APPBROPRIATE

PROVIDER'S PLAN OF GQRRECTION

1]
(EAGH CORREQTIVE ACTION SNOULD BE

COMPLETION
DATE

DEFRGIENCY)

K 029 | Cantinued From page 3 -

partition= and doors. The doors shall be
self-closing or automatic-closing. Hazardous

the following:
(1) Boller and fuel-fired heater rooms

mz)

(3) Paint shops

(4) Repair shops

(6) Soiled linen rooms _
(6) Trash collection rooms

including repair shaps, used for storage of

deamed hazardous by
Jurisdiction .
(8) Laboratories employing flarmmable or

combustible materials in quantities less than

the authority having

Exception: Doors in rated enclosures shall be
permitted 10 have nonrated, factory- or

than 48 ir,

(122 cm) above tha botiomn of the
door. '

19.3.8.34 :
Boor<closing devices shall not be required on

serving required exits, smoke barriars, or
enclosures of vertical opanings and hazardous
: areas,

K058 | NFPA 101 LIFE SAFETY CODE STANDARD

88=0

If there Is an automatic sprinkier system, it is
far the Installation of Sprinkler Systems, to

| buliding. The system is properly maintained in

separated from other spaces by smoke-resisting

areas shall include, but shall not b restricted fo,

(2) Central/bulk lzundties larger than 100 fi2 (8.3

(7) Rooms or spaces larger than 50 2 {46 m2

those that would be considered 2 severe hazard,

field-applied protective plates extending not more

doors in corridor wall openings other than those

instalied in accordance with NFPA 18, Standard

provide complete coverage for all portions of the

combustible supplies and equipment in guantities |

|
'
|

K 066 :

K56 NFPA 101 Life Safety Code
Standard

1) Maintenance Director
contacted Eagle Fire Protaction.
Eagle Fire Protection began
installing sprinklers the week of
101272010

FORM GMB.2607(0:2-D8) Frevisus Verslong Olsolate
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' PRINTED: 101372010
DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0835-0351
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY .
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED

A BULOING  g1. MAIN BUILDING D4
T w
_ 185168 B WING _ 08/29/2010
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, BTATE, ZIP CODE
708 N MAGNOLIA STREET, PO BOX 367
MONROE HEALTH AND REHABILITATION CENTER TOMPKINSVILLE, KY 42167 '
X4y I SUMMARY STATEMENT OF DEFICIENCIES | D FROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EAGH DEFICIGNCY MUST BE PRECEDED BY FULL . PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMRLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE ' DATE
. : DERICIENCY) :
K 056 | Continued From page 4 K 058 .
accordance with NFPA 25, Standard for the 2) The facility has no other
Inspection; Testing, and Mairtenance of . poarches that exceeds four feet
Water-Based Fire Protection Systems. Itis fully | without sprinkiers
Supervised, There it a raliabie, adequate water - | .
supply for the system. Required sprinkler i 3) Maintenance Director
systams are equipped with water flow and tamper ! ,
switches, which are electrically connected to the o . contacted Eagle Fire Protection,
bullding fire alarm system. 1035 f Eagle Fire Protection begar
' ., Installifg sprinklers the week of ;
© . 10/17/2010, :
. : 4 i
This STANDARD s not et as svidenced by 4) Maintenance Diractor will
Basad on observation and interview, the facility ) ensure tat sprinkler heads are
failed to ensure the outslde canoples at the facility ‘ Inspacted on a quarterly basis by

i were of noneombustibie or limited combustible

* construction or sprinkler protected as requirad,

i This deficient practice affacted one (1) of six (6)

: Smoke compartments, staff, and six {6) residents. :
i The facility has the capacily for 104 beds with 2 ) 13/12/2010

i census of 104 on the day of the survey.

| The findings include:
! .

Eagle Fire Protection,

| During the Life Safety Code survey on September
28, 2010, &t 11:30 a.m., with the Director of .
Maintenance, two combustibje canopies
@xceeding four feet in width Jocated at the front "~ & l
entrance and smoking area of the facilify were : ’
observed not to be sprinkler protected. i
Combustible canopies exceeding four feet i !
width must be sprinkier prafected. An interview .-
with the Director of Maintenance on Seplember
29, 2010, &t 11:30 a.m., reveaied he/she was not :
aware of this requirement,

Reference: NFPA 13 (1998 Edition),
5-13.8.1

i
]
§
1
!
i
I3
1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NQ. 0838-0381
STATEMENT OF DEFICIENCIES {X1) FROVIDER/SUPPLIERICLIA %2} MU TIPLE CONSTRUCTION (X3) DATE SURVEY
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A BUILDING 01 - MAIN BUILDING 04
185168 . |B-winG 097202010
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

706 N MAGNODLIA STREET, PO BOX 367
TOMPKINSVILLE, KY 42167

) IR SUMMARY STATEMENT OF DEFICIENCIES ; a) PROVIDER'S PLAN OF GORRECTION

MONROE HEALTH AND REHABILITATION CENTER -

ps)
PREFD; (EACH DEFICIENCY MLIST BE PRECEDED BY PULL | PREFIX (EACH CORRECTIVE ACTION SHOUID BE COMPLETION
TAG REGULATORY OR LSC INENTIFYING INFORMATION) I PY:) GROSS-REFERENCED TO THE APPROPRIATE BATE
i DEFICIENCY)
K086 | Continued From page 5 = K 058

Sprinklers shall be instalied under exterior roofs
or canoples excoading 4 ft (1.2 m) in width,
Exception; Sprinklers are parmitted to be omitted |
where the canopy or roof is of noncombustible or
limited combustible constructon,
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